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Abstract 
The field of Arts-Health practice and research has grown exponentially in the past 30 years. While 
researchers are using applied arts as the subject of investigation in research, the evaluation of practice 
and participant benefits has a limited general focus. In recent years, the field has witnessed a growing 
concentration on the evaluation of health outcomes, outputs and tangential benefits for participants 
engaging in Arts-Health practice. The wide range of methodological approaches applied arts 
practitioners implement make the field difficult to define. This article introduces the term Arts-Health 
intersections as a model of practice and framework to promote consistency in design, implementation 
and evaluative processes in applied arts programmes promoting health outcomes. The article 
challenges the current trend to solely evaluate health outcomes in the field, and promotes a concurrent 
and multi-disciplinary methodological approach that can be adopted to promote evaluation, 
consistency and best practice in the field of Arts-Health intersections. The article provides a 
theoretical overview of Arts-Health intersections, and then takes this theoretical platform and details a 
best model of practice for developing Arts-Health intersections and presents this model as a guide.  
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Introduction 
The term ‘Arts-Health intersection’ was developed through a doctoral study undertaken by Vogelpoel 
(2012) to describe an emergent model of practice. This practice was defined as a facilitator-led 
programme that utilises creative frameworks and initiatives to improve an individual’s health and 
well-being (Hall and Hall 2004). The term intersection is used to describe the nature of the facilitated 
programme being a result of two complementary and concurrent intentions, that being to develop arts-
based skills and to improve health well-being.  
There is some resistance and opposition to arts-work being conducted in health-based clinical and 
institutional settings as it is constructed as unsuitable to the working values and goals of health 
services. In many examples, arts practice is relegated to distractive or discursive activity to attempt to 
alleviate negative wellbeing properties created by healthcare isolation. There are of course, many 
exceptions and pioneering models of practice currently implemented, particularly in the United 
Kingdom. The University College London Hospital's NHS Foundation Trust Arts department is a fine 
example of multi-disciplinary approaches to Arts-Health work in clinical settings, with practice 
combining visual art exhibition, participatory programming, and artist-in-residence schemes, for 
example. Arts-Health intersections have been coordinated in health and community settings 
increasingly since the mid twentieth century. Historically, this shift in practice can be attributed to the 
deinstitutionalization movement of social care and disability services (Fakhourya and Prieba 2007). It 
is acknowledged that this generalisation is multifaceted as the actual practice of Arts-Health 
intersections preceded its position as a theoretical and evaluative field. The benefits of Arts-Health 
intersections are tangible and steeped in anecdotal and qualitative evidence, however due to the 
multiplicity of forms and approaches in use, evidence for their efficacy are difficult to obtain. One 
possible reason for the lack of support from governmental and health-related services for Arts-Health 
intersections can be linked to the physical settings of hospitals (for example) that are unable to 
practically cater well to arts-based practice, however barriers remain to be ideological with 
programming restricted by an either/or mentality surrounding the implementation of cultural 
engagement and health and wellbeing promotion. A report commissioned by the Arts Council of 
England titled The impact of the arts: some research evidence (2004) details some case study 
examples of successful and unsuccessful Arts-Health intersections in clinical settings. A 
contemporary contextual review of Arts-Health intersections as a field of practice conducted for this 
study, noted that such programmes are identifiable in a range of settings including community 
(disability organisations, re-employment initiatives), institutional (hospitals, drug and alcohol 
rehabilitation centres), and educational (schools, universities, colleges) (Cahir 2005; Burnaford 2007; 
Angus 2002; Eakin 2003; Hacking et al 2006; Putland 2008).  
Methodology 
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The research was conducted through a theory-building participatory action research design, allowing 
for emergent findings from literature and contextual reviews to inform practice-based findings from 
two comparative case studies involving community participants. The research was conducted over a 
three-year period as part of the researcher's doctorate (Vogelpoel 2012). Through five cycles of 
research within an action research design, including theory-building and participatory modes, the 
researchers experimented with a range of data analysis methods with the intention of bridging and 
combining some of the different research methodologies used in Arts-Health intersections. The 
overall study was conducted as a comparative case study comprising a Pilot and Major Case involving 
community members experiencing disabilities, with an interest in improving their arts-based skills and 
experience of health and well-being. The findings of the Pilot Study were analysed and developed 
through a theory-building cycle of research to generate a best model of practice for activity design and 
evaluation to be used in the Major Case Study.   
The design of the research project allows for the potential to build theory through participatory action 
research. Tulinius and Holge-Hazelton (2011: 42) argue that participatory action research should ‘lead 
to critical reflection, strategy development, and implementation in cycles, actively involving all 
participants and researchers’.  
Within each cycle as consistent with action research design, a number of key tasks and actions are 
undertaken. The resulting data collected through these actions informs each other and subsequent 
cycles. The action research model used for this research project is such that each cycle is broken down 
into three stages: Intention, Implementation, Evaluation. These three stages are key operating 
principles in the entire study and are reflected in the design of case studies. The breakdown of 
components of each cycle is: 
Phase One – Literature and Contextual Reviews  
 Identify research goals 
 Literary research in health well-being and narratology 
 Contextual review of current practices in Arts-Health intersections 
 Preliminary best model of practice guide to Arts-Health intersections developed 
 Planning for Pilot Study 
 Development of data collection methods for Pilot Study 
Phase Two – The Pilot Study 
 Implementation of Pilot Study according to preliminary best model of practice 
 Planning for and presentation of public showcase of workshop series 
 Data collection and analysis 
Phase Three – Building a translational methodology for disability context 
 Critical reflection of Pilot Study within a theory-building mode 
 Reframing ethical considerations for project (particularly Major Case Study) 
 Designing Major Case Study 
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 Logistical considerations for Major Case Study 
Phase Four – Major Case Study 
 Dismodernist briefing to venue providers, support workers, volunteers  
 Dismodernist infusion of group cohesion principles for participants 
 Implementation of Major Case Study 
 Ongoing reflecting and analysing 
 Participant interviews and other data collection methods conducted to gauge changes in health 
well-being 
 Planning for and presentation of public showcase of workshop series 
 Data collection and theory-building mode 
Phase Five – Consolidation and Concluding the research 
 Comparative analysis of case studies conducted 
 Longitudinal analysis of participants in both case studies 
 Effectiveness of programme for participants analysed 
 Dissertation completion 
 
The method of Participatory Action Research is utilised in case study design, implementation and 
evaluation as consistent with action research theory. In addition, the research employs the cyclical 
action research mode to allow for built theory to infiltrate and inform subsequent cycles. This 
approach is not unusual, but differs from traditional Participatory Action Research. In the mode 
appropriated for this research project, action research frames literary and practical research, informing 
the researcher’s intention to develop a multiple phase action research project. The research 
appropriates this approach as Shofield argues, ‘a finding emerging from the study of several very 
heterogeneous sites would be more robust’ (Shofield 2000: 80).  
Action research is used as a vehicle for defining boundaries within the case study design of the 
research project as a whole. The relationships between phenomenon and context may not always be 
clearly evident, and as such action research serves as a useful tool to integrate emergent findings into 
the framework of the research and case study design (Wilson McKay 2006). The research assumes a 
personal approach to implementing action research within the project with the intention of building 
theory from case studies (Burnaford 2007; Lloyd 2002; Pauline 1999; Schon 1983). The model is 
presented in Figure 1 below. 
 
<INSERT FIGURE 1 ABOUT HERE> 
	
	
Eisenhardt (1989) presents a process for building theories from case study research whereby she 
suggests that eight steps be implemented by the researcher: Getting Started; Selecting Cases; Crafting 
Instruments and Protocols; Entering the Field; Analysing Data; Shaping Hypotheses; Enfolding 
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Literature; Reaching Closure (1989: 533). It is the step of ‘Enfolding Literature’ that is most pertinent 
to the action research method used in this research. Eisenhardt proposes that enfolding literature can 
inform data analysis and formulate a more robust set of findings. However, she cautions that setting 
parameters for how (and how much) literature is enfolded is an important component of building 
theory from case study research. Grouped with emergent findings from the research, the result of 
enfolding literature ‘is often a theory with stronger internal validity, wider generaliz- ability, and 
higher conceptual level’ (Eisenhardt 1989: 544). 
 
In the past ten years the Arts-Health sector has increasingly adopted quantitative evaluation methods 
and processes in an effort to conform to common public health, health promotion and health 
evaluation standards and measures (Staricoff 2004; McQueen and Anderson 2001). While a 
quantitative approach to data collection and analysis can certainly add to the rigour of evaluation 
within arts-health research and practice, it has the potential to de-personalise and generalise health 
outcomes of participant groups, and more importantly (in the context of this study) does not take into 
account the benefits of arts-based practice, in terms of arts-based outcomes. In this study, the 
researcher (Vogelpoel) invoked a range of multi-disciplinary qualitative research methods including 
interviews, creative journaling, observations, reflexive feedback, surveys, hybrid documentation 
methods, personal correspondence, communication discourse analysis, and dynamic observation 
(adopted from Thiele and Marsden 2003). The researcher served as facilitator, teacher, participant and 
community liaison within the practical case study settings, in an effort to document and validate some 
of the reflexive evaluative techniques arts-health practitioners can employ and embed within their 
work.  
Within this study a dismodernist approach was adopted to investigate emergent modes of recruitment, 
engagement and partnership building in practical and research-led Arts-Health work. Dismodernism, 
coined by Lennard J. Davis (1995; 2002; 2006; 2008) acknowledges, quite controversially, that 
mainstream society recognisably struggles to identify with disability. Specifically he proposes that the 
social and medical construction of disability politics is immersed within a position of ableism. This 
ableism, Davis acknowledges, creates a genuine hesitation and segregation between disability and 
‘able-bodiedness’. The minority culture of disability has historically battled identity, political and 
social issues (Bredberg 1999).  Davis proposes that the concept of minority and difference inherent 
within constructs of disability are not actually necessary, and instead the status of disability is far from 
being an experience of a minority. Instead, Davis presents the experience of disability as a shared and 
common experience and one that universally can be appropriated by any person as each individual 
encounters difference and intolerance in their negotiation of their environment (2002). A dismodernist 
approach within the disability sector was useful in promoting inclusive and accessible models of 
community engagement, but it was also found that dismodernism can be a useful tool to actively 
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involve individuals and communities of participants in determining the health and wellbeing and arts 
outcomes that they intend to explore within the participatory setting. Dismodernism was significant in 
the realisation of the original impetus for the research: to develop new vocabulary to describe and 
evaluate Arts-Health intersections and in promoting multi-dimensional approaches to health and well-
being definitions. 
The ethical dilemma of negotiating power and ownership appropriately in the researcher/participant 
relationship is inherent within participatory action research. Balance between both parties is rarely 
achieved however, within a dismodernist mode, the facilitator can make clear the power balance at 
play, and actively attempt to dismantle it through ongoing member-checking processes. Many 
participants of this research project use non-verbal and non-traditional methods of communication. 
The researcher subsequently has to adopt multiple modes of communication to promote ‘dialogue’ 
between participants and researcher, as well as to provide a framework through which the researcher 
can effectively convey the research intentions to the participants. Within the case studies, data was 
collected in its original form, however to assist in evaluation of data, the researcher assumed the role 
of 'translator'. Translation, within a dismodernist mode is a problematic process to invoke in that it 
positions a single communication system (linguistics) as ‘more’ effective than other non-dominant 
communication systems (non-verbal, sign language, gesture etc.).  
Contextualising contemporary Arts-Health Intersections 
An Arts-Health Intersection can be defined as any programme of practical arts activities that develops 
artistry and health and well-being concurrently for a participant (Bishop 2006). Rather than operating 
as a creative arts therapy, or arts-interventionist model whereby pathological health benefits are 
sought through arts-based tools, Arts-Health intersections describe programmes which can have direct 
and/or tangential arts or health outcomes for participants (Eakin 2003). To frame a definition of Arts-
Health intersections, it is first important to articulate the relationship humans have with art in their 
day-to-day lives. While, as Jennings argues, 'all people are creative and have latent talent with which 
they can express, communicate, pattern and shape their lives through symbolic interaction' (in 
Schattner and Courtney 1981: 55), having artistic talent and actually using that talent to make art is a 
noteworthy distinction. Many Arts-Health intersections are developed for implementation with 
participants who have little to no experience with making art. As such, the notion that making art 
makes you feel good, is arguably, the departure point for many facilitators. As Shlovsky argues, 
Art exists that one may recover the sensation of life; it exists to make one feel things, 
to make the stone stony. The purpose of art is to impart the sensation of things as they 
are perceived and not as they are known. The technique of art is to make objects 
“unfamiliar”, to make forms difficult, to increase the difficulty and length of 
7 
 
perception because the process of perception is an aesthetic end in itself and must be 
prolonged. (1965: 12) 
Shlovksy extrapolates on an essential component of this inquiry when he makes a distinction between 
the purpose and technique of art. While there is emerging evidence to suggest that appreciating art has 
health benefits (Beveridge 2006), it should be noted that appreciating art is quite separate from 
‘making’ art. In an Arts-Health intersection, a facilitator operates from knowledge similar to Jennings’ 
argument that all people are potential artists, and through outlining Schlovksy’s distinction between 
purpose and technique, engages potential artists in an educational and practical programme of art-
making. An Arts-Health intersection consists of a workshop programme of lessons/activities/sessions 
in which participants make art, and the facilitator (in consultation with the participant) maps an 
intended trajectory for health well-being benefits. Goldie argues that; ‘… art matters because our 
being actively engaged with art, either in its production or in its appreciation, is part of what it is to 
live well’. (2008: 179) Although students of a painting class, for example, may report an elevation in 
mood or enjoyment , the defining and pertinent difference between a painting class and an Arts-
Health intersection, is that in an Arts-Health intersection, health well-being benefits are pre-
determined as intended outcomes for participants and evaluated accordingly (Rasmussen and Gurgens 
2006).  
 
The array of practices within the field of Arts-Health intersections is differentiated. The variances are 
related to which art-forms are implemented within the programme, and equally which components of 
health and well-being are the focus of the programme (Oliver 2009). These differences are major, 
however are related to the ‘content’ of the programme rather than the ‘context’ or methodological 
approach. In order to provide distinction between these practices, irrespective of the content explored 
within the programme, it is useful to consolidate the findings of a contextual review to better 
articulate three key factors that can be identified and measured across various sites of practice in Arts-
Health intersections. These three factors are: the longevity of the programme – that is duration of 
workshops, number of workshops, frequency of workshops and ability to offer ongoing workshops to 
individual participants; the degree to which artistry and arts-based outcomes are prioritised – that is 
training, production value, skill base, facilitator profile, and access to artistic resources (personnel and 
practical); whom the programe is created and coordinated by – an artist, a teacher, a health 
practitioner, a community member etc (Mills and Brown 2004). The three factors need to be 
identifiable within a programme to define it as an Arts-Health intersection, however each factor can 
be seen to be a discrete continuum on which any kind of practice can operate.   
A comprehensive review of Arts-Health intersections was conducted by Matarasso in 1997 
and the findings of his research had important outcomes for funding allocations for Arts-
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Health intersections in the United Kingdom, Canada and Australia.  Using Matarasso (1997), 
Staricoff (2004) and Mills and Brown (2004) reports as a comparative departure point and 
conducting a contextual review of current practice in the field, as well as a detailed analysis 
of the findings of practical case studies conducted as applied arts workshop programmes 
within the doctoral investigation undertaken by Vogelpoel (2012), four key recommendations 
for the development of a methodological approach to Arts-Health intersections emerged to 
frame a best model of practice. 
First, that priority for arts-practice promotion must equal the promotion of health well-being. The 
participants of the applied arts programme conducted for this research identified that their creative 
engagement in the workshop phase, and public performance component of the programme was crucial 
to their engagement in the project.  
Second, the research showed that in many current Arts-Health intersections, facilitators have 
inadequate skills for the purposes of conducting a successful programme. If a facilitator has strong 
arts-based skills and strong skills as a teacher and facilitator, it is arguable that participants will 
benefit from arts-based training. However, Arts-Health intersections require that promotion and 
knowledge of the theoretical and practical field of health well-being is key to the success of a 
programme. As such a recommendation emerged that in much the same way that art therapists are 
required to have formal training, the facilitator of any Arts-Health intersection requires formal 
training in arts-based and health evaluation skills, and indeed a move toward formalized training 
models has emerged in the form of higher education courses in recent years. 
Third, ongoing reflexive practice is crucial to the success of a programme. Reflexivity can be defined 
as an active form of reflection whereby reflection on process and practice is not conducted as an after-
thought, but rather informs the ongoing trajectory of the programme. Traditionally, process-based 
outcomes within Arts-Health intersections are presented as secondary to public performative 
outcomes (that is, outcomes from public presentation of art). Through engaging with reflexive 
practice, the activity system can be responsive to the individual needs and skills of participants of any 
programme. 
Finally evaluation of practice is important to the ongoing development of the field, and to improving 
community engagement and facilitation skills for practitioners. In particular, ongoing evaluation 
arguably, provides more robust data for analysis.  
A revised model of practice: intention, implementation and evaluation 
The two projects contained in the overall study engaged three phases of action research: intention, 
implementation and evaluation (Delfin, Pereira and Vallance 2006). While in traditional action 
research phases are chronological, within the dual platform of Arts-Health intersections, the research 
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proposes that one way of developing academic rigour in research and evaluation is to enact the phases 
at the same time.  
It was found that many evaluations of Arts-Health intersections have focus on education in both arts 
and health sensibilities yet very few projects discussed the outcomes of these education strategies in 
terms of either professional development, or increase in health and well-being (Tulinius and Holge-
Hazelton 2011; Burnaford 2007; Lloyd 2002; Brydon-Miller et al 2011; Kroll 2008). The following is 
a revised model of practice for the purposes of building a practical and theoretical methodological 
approach to Arts-Health intersections. The model been has developed as ‘how-to-guide’ and has 
engaged the same three phases used in action research – intention, implementation and evaluation. 
However it is important to note that the chronology of the guide is arbitrary and that this guide could 
be adopted so that each phase is conducted simultaneously.  
 
 
Intention  
Any Arts-Health Intersection must intentionally improve arts-skills and health well-being factors for 
participants. As most Arts-Health intersections are designed and conducted by facilitators and 
researchers who identify as arts-practitioners first and foremost, their lack of knowledge and training 
in health promotion and/or evaluation means that they are often ill-equipped to design programmes 
which have enough grounding in health promotion rhetoric. Angus expands on this notion, suggesting 
that  
it may be that practitioners accept that it would be unrealistic to aim to improve 
health and wellbeing directly. Perhaps they have recognised and accepted that they 
should aim at indirect or intermediate steps towards improving health and wellbeing. 
(2002: 4) 
The research identified nine steps in the first phase (intention) of building an Arts-Health Intersection. 
They are: 
1. Identify health well-being status and needs of participants.  
2. Identify art skill level of participants and develop aims for improvement in this area both 
individually and collectively 
3. Incorporate avenues that promote communication between participants and their personal 
community – family, friends, carers/support staff. This is imperative in building a 
community of stability around the participant and in turn promotes longevity of the effects 
of the programme. By equipping the participant’s community (a close circle of relevant 
people) with some tools for encouraging the practicing of skills from within the programme 
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outside of the programme, individual development can exponentially grow. 
4. There are multiple modes and strategies to develop arts-practice. Be explicit about which 
methods are being used. There is not always a need to build in typical health systems of 
research if they are not appropriate. However, these reporting research methods are based in 
theoretical disciplines and academic codes. If these approaches are more relevant to your 
practice, make sure the intricacies of them are learnt. 
5. Usually practice will be built on one primary art form. A design of workshop activities and 
structure should be written before the project begins, with the intention to implement all 
activities. This gives the facilitator ‘teaching’ goals or a curriculum. The development of 
the teacher is not secondary to this kind of practice. The teacher must involve himself or 
herself in a reflexive working style to be able to evaluate and learn from their practice.  
6. Identify how partnership will be employed in the project. The first step would be to design 
a framework to quantify how much responsibility participants have in each phase of the 
project. Following this initial step, discussion with participants will ultimately concrete the 
boundaries of the partnership. 
7. If there is a method, skill, technique, style or activity that the facilitator wishes to 
experiment with, give special attention to being able to evaluate the success of the 
‘experiment’ through joint evaluation with the participants – make sure this is built into the 
initial design. By creating mini hypotheses, the project can hold itself up to greater scrutiny, 
thus validating its role in the wider field.  
8. Identify roles and expectations of participants and facilitators in the actual programme. 
9. Decide on a methodological approach to gathering, evaluating and reporting on data. This 
is the component that sees most issues in terms of lack of uniformity. A suggested model 
could be a longitudinal study where data is collected at specific points over a predetermined 
length of time. Regarding the ‘types’ of data collected, it is important to decide on the kinds 
of data being collected before participants are introduced to the programme. Building 
rigidity into the overall design suggests collecting data from different vantage points. A 
suggested model could be: interviews of participants, interviews of relevant community 
persons, interviews of relevant persons in participant’s lives. Interview, as a form may not 
be appropriate to the study, however, deciding on collection points and people to collect 
from, is crucial from the outset. 
Implementation  
The implementation phase of any Arts-Health intersection is a two-part process comprising the 
introduction and facilitation of an activity system and ongoing documentation and evaluation of the 
activity system.  
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Ethically, in a field that proposes to improve the health and well-being status of participants, it is 
understandable that a degree of transparency of actual practice should be made clear. Due to the 
multiplicity of art-forms utilised within the field, intricacies of practice cannot be collated in general 
terms – another possible reason for the lack of documentation of practice in the overall field (Gilroy 
2006). While surveying the various methods and sites of practice currently being used, predominantly 
in United Kingdom, Australia, Canada and United States of America it was clear that the majority of 
projects and programmes did not offer documentation of their implementation phase.  
The findings of the study suggest that explaining the research objectives and intended outcomes of a 
programme to participants will encourage participants to actively reflect on the process and activity 
system as they are experiencing it. The following guide to implementation, developed through theory-
building participatory action research is intended to be used in conjunction with the individualised 
arts-practices used in Arts-Health intersections.  
1. Design a workshop model. If an art form is being taught, engage with a teacher of the art 
form either to teach the ‘class’ or to help design the teaching model. If an art form is being 
used, and the skills do not need to be taught to participants, the facilitator still needs to 
design a workshop model. A step-by-step display of the intended activities for workshops is 
necessary. 
2. Some programmes have clear tangible outcomes of product. This is not a necessity as some 
programmes are ongoing and are about experiential engagement rather than developing a 
product. However, if the programme has a particular product intention, this product (a 
performance, a painting, a song etc.) needs to be accounted for in the design.  
3. Design individual and collective models for improving health well-being. These models 
need to actually respond directly to the arts-based programme. That is to say that they are 
not secondary or accidental benefits, but need to be accounted for in the design.  
4. Everyone in the process needs to set goals for well-being. The facilitator, the group and the 
individual participants must engage with this process. These goals can serve as motivators 
for the participants and facilitator, but also as check-points for evaluation: What did I want 
at the beginning? What did I do to reach my goal? Did I reach my goal? How do I measure 
my own health and wellbeing? When do I know if it is improved? 
5. Decide on who is governing the programme. Flexibility for design in relation to the wants 
and needs of the participants collectively is important. However, the intentions of the 
project must be built in to the implementation phase of the project. Therefore, if there are 
certain guidelines imposed by a governing body (funding etc.) that need to be accounted for 
in the design, then the design must ethically meet these needs, while absolutely serving the 
participants needs first. 
6. The length of the programme must be set. For example, if it is a ten-week programme, 
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where participants meet once a week for three hours, then that is the length of the 
programme and every effort must be made to adhere to the structure that you have 
designed.  
7. Design the programme so that a participant missing a session will not have negative effects 
for them. 
8. Role sharing is important. Giving participants responsibility in various sectors of the 
programme is important. However, make sure that your reliance on a participant will not 
hinder the success of a project if they do not fulfill their assigned role. 
9. Can the programme extend further than the ‘workshop space’? Most programmes are made 
up of weekly sessions. If there is a way to promote engagement with the programme 
outside of scheduled workshops (extra rehearsals, practice, journaling etc.) and as long as 
this kind of ‘extra-work’ is relevant, then promotes this. Setting tasks for the participants to 
complete outside of class is a useful way of doing this.  
 
Evaluation  
The UK’s Health Development Agency argues that there are “no established principles and protocols 
for evaluating outcomes, assessing the processes by which outcomes are achieved, and disseminating 
recommendations for good practice” (1999: 10). Matarasso notes;  
For most artists and arts organisations, the rise of evaluation has been seen 
principally in the context of the first purpose: accountability. In practice evaluation is 
just part of the funding agreement, the necessary final stage of a project when the 
grantee has to report – or be reported on – to the donor. (2009: 11)  
 
In many cases evaluation is an afterthought, and as such provides a recount of success rather than a 
platform for improvement. While ‘what was done’ is important to any evaluation, what was not done 
and how it was/was not done need to be factored in to strengthen findings and recommendations 
arising from analysis. The researchers found that many Arts-Health intersections currently operate as 
‘pioneering’ projects whereby evaluative methods are secondary to the development of practical 
components of the programmes being implemented. Most notably, individual case studies of 
participants involved in Arts-Health intersections are provided in anecdotal form at best.  
 
The most obvious, and difficult component of the evaluative phase resides in a tension between health 
reporting and arts reporting styles and systems. The tension grows from arts practitioners trying to 
report in health paradigms and health practitioners trying to report in arts paradigms. It is suffice to 
say that neither of these approaches is viable or practical to the development of the field. Arts-Health 
intersections need not favour one or another methodology as if they are oppositional. The researcher 
proposes instead that within Arts-Health intersections, evaluation should be carried out in consultation 
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with the experiences of four discrete population groups– and the intersections between these groups. 
 The individual participant 
 The group  
 The facilitator 
 The immediate community of the participants – family, friends, health professionals etc.  
 
The evaluation of the programme of activity should occur simultaneously to its implementation. A 
pre-determined charter of data collection methods and strategies can assist in meeting the criteria. 
Evaluation in a process-led inquiry is necessarily conducted longitudinally. Data should be collected 
prior to and from the beginning of any programme so as to allow for the analysis of changes and 
outcomes throughout the process. The cyclical participatory action research strategy be modified so 
that evaluation, as a discrete phase, is infused into all dimensions of research. 
 
In this environment it must be acknowledged that depending on the actual programme, the types of 
data that need to be analysed will differ.  For example, in the practical cycles of research in this study 
data was collected from three areas: participants, audience and researcher’s observations. The types of 
data emerging from these three areas included interviews, journal entries, survey, creative 
documentation (poetry, prose, drawings, painting, musical composition), personal correspondence and 
arts-based artefacts. A common language that can be used by all practitioners in the Arts-Health 
intersection field is necessary and useful to develop credibility in terms of discussing the practice. 
(Gilroy 2006: 45)  
 
For the purpose of evaluation two data sets were identified - the participants and the programme. 
Evaluation of participants’ experience is divided into two areas: health well-being benefits and arts-
skill development and output. The two areas can be identified separately, and the evaluative element 
resides in analysing the impact each area has on other areas, and on participants. The preliminary 
guide to evaluation is outlined below. 
  
1. In the intention phase, health well-being needs and aims were identified by participants. 
Choose at least three points in the process to measure the progress of attaining these aims. 
Usually, beginning, middle and end.  
2. Repeat step 1 for arts needs and aims. 
3. If possible, allow for cycles within the process. Ongoing reflection and/or evaluation of 
practice throughout a project can allow for important additions and changes to be made to a 
project and be justified through a collected evidence base. 
4. Decide on your data collection methods, but be specific. If you decide interviews could be 
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helpful, make sure you build in enough time to complete the interviews and analyse them. 
Likewise, journaling or questionnaires. These types of methods are reliant on the 
participants’ time and commitment. Build in time to actually collect this data. It is 
necessary to embody the analysis within the perceptions of the participants, but it is equally 
important to develop methods for collecting data from a facilitator’s perspective. 
5. Be consistent in language choice to ensure that your report is accessible. 
6. The factors intended for evaluation must be evaluated. If the study does not show success in 
these areas, inclusion of the results is still necessary. 
7. Other things happen during a project. These unexpected results can absolutely be accounted 
for – and can inform subsequent phases of the project design.  
 
Recommendations and Conclusion 
The research proposes that there are four important considerations to be taken into account at the 
inception of any Arts-Health intersection research project. They are: 
1. Priority for arts practice promotion must equal health well-being promotion. 
2. Adequate training for facilitators in the areas of health well-being promotion, knowledge and 
expectations cannot be ignored. The ethical implications, not to mention safety implications 
are insurmountable. 
3. Practice must be reflexive. Process can be the product, and as such must be evaluated 
rigorously. 
4.   Ongoing evaluation is central. A report cannot be an afterthought. Ethical responsibility is at 
risk without proper evaluation. Key findings for facilitation will emerge from rigorous 
documentation and analysis. This information is crucial to the development of the field. 
 
This article does not present a definitive guide to practice or evaluation in the field of Arts-Health 
intersections. Rather, the research identifies a gap in current knowledge systems in providing Arts-
Health intersections practitioners with a user’s guide. It is no longer suffice to ‘do-some-art-stuff’ 
without responding to an increasing push to measure outcomes, particularly within disability services, 
social care and community sector. As such, the output of this research situates itself in providing a 
new translational health methodology for use in similar programmes, definable as Arts-Health 
intersections. The single pivotal outcome of engaging this model of practice in practical workshop 
settings is that preventative action in health is more effective than reactive action. Measuring these 
growing skill-bases in consultation with participation in an Arts-Health intersection is a helpful tool in 
defining individual health identities and artistry.  
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Figure	1:	Action	Research	model	adapted	for	this	research	from	Burnaford	(2007);	Lloyd	(2002);	Pauline	(1999);	
Schon	(1983).	
 
